Objective-To determine the extent of communication problems that arose from patients whose primary language was non-English presenting to an inner city accident and emergency (A&E) 
Methods-A prospective survey over seven consecutive days during September 1995. AUl adult patients other than those directly referred by their general practitioner to an inpatient team had a questionnaire completed by the A&E doctor first seeing the patient. The doctor recorded language ability and form of interpreter used, and estimated any prolongation of the consultation and ability to improve communication by the use of additional services. Results-103 patients (17%) did not speak English as their primary language; 55 patients (9.1% of the study population) had an English language ability rated as other than good, and 16 (29%) of these consultations could have been improved by the use of additional interpreter services; 28 patients overall (4.6% of the study population) required the use of an interpreter, who was usually a relative. Conclusions-A significant number of patients presenting to A&E 27 presented during hours (Monday to Friday 08:00-18:00 28 presented outside these times (figur the 28 patients for whom some foi interpreter was actually used, the doctor the patient reported that the consu] could have been improved by the 1. additional interpreter services in 11 (43%). In addition there were five cases no interpreter was used because of availability, and where the doctor felt preter services were required. The resul summarised in table 1. Of these 16 cases where additional preter services were felt necessary, six occ These figures are derived from one commercial source of telephone interpreter services which is currently increasing in its coverage of hospitals both in London and across the United Kingdom. This survey excluded paediatric patients with non-English-speaking parents and direct referrals to inpatient teams, which will also have a number of consultations requiring telephone interpreting services. The London Borough of Lambeth, Southwark and Lewisham provides an interpreter service but was used very infrequently in our study. The study design was unable to ascertain exactly why this might have been, but possible reasons include poor awareness of the service, unfamiliarity with the use of telephone interpreter services, or the often lengthy delays or unavailability of the appropriate bilingual interpreter that have occurred, especially in the emergency situation (personal observation). In fact the one time where the telephone interpreter service was used, the doctor marked down that additional interpreter services would be helpful. This may represent unfamiliarity with the service and the most effective means of using a telephone interpreter.
Random questioning of other A&E department registrars in the South East Thames region reveals that a plethora of local strategies is used to deal with language problems. Some departments are using telephone interpreting on a regular basis and others using ad hoc internal staff members and relatives alone, with no access at all to additional interpreting services.
It has been shown that language difficulties are a major problem in A&E work and that there is much room for improvement in our communication with patients. All staff should be aware of the inherent pitfalls in using relatives to translate and should have access to 24 hour a day, seven day a week professional interpreter services. All departments should have a policy on language problems that is suited to their particular local problems but that can also cope with the unexpected patient from a language group not commonly seen in the area. It would seem that national telephone interpreter services may be able to solve a great number of these problems. However, further study would be needed to investigate their effectiveness, in terms of availability, accuracy, and actual cost.
